I n late 1987 the Royal College of Physicians of London recognized palliative medicine as a specialty within general internal medicine. In practice this meant that a doctor who had met stringent criteria for entry to the training program in an approved palliative care unit would, on completion of training, be eligible to apply for specialist accreditation and recognition. Predictably, the creation of the new specialty was received with delight by the many doctors who had for years been working full-time in this field, with scepticism and caution by other specialist physicians, and with either disapproval or frank hostility by some family doctors.
That most doctors, and certainly all family doctors, are called upon to care for the dying and that many do so with consummate skill, was never in question. Equally, no one denied the need for much better education and training of all doctors in the necessary skills, and few refuted the substantial evidence showing that the quality of care varied greatly across the country. The challenging and inspiring influence of the increasing number of palliativecare units, both on patterns ofcare and improved education, was acknowledged by many. Nationwide it was being remarked that if that standard of care were universal, it would be to the advantage of both family practice and hospital medicine. Never was it intended that "palliative medicine" and its "specialists" should become elitist, separatist, or exclusive, but rather that by example and teaching theirskills might become more universally available to patients wherever they were and whoever cared for them. As one leading family doctor pointed out, there was an analogy to specialist cardiologists. No one would suggest that only they could look after a patient with a myocardial infarction, as many such patients are appropriately cared for at home and others in general wards. However, the benefits of having units staffed by colleagues who are specially trained and working, researching, and teaching exclusivelyin this fieldcannotbe doubted. The factthat deathhasa 100%incidencedoes not mean that allare equally skilled in the care of the terminally ill, nor thatonlyone settingis appropriatefor them, nor that all doctors cannot learn from the experience and expertise of the few who are doing this work to the exclusion ofotherbranches ofmedicine. Itwas feltby many that the creation of a specialty had the potential to focus long overdue attention on these patients and their myriad needs, to stimulate improved education and research, and to encourage and facilitate better palliative care nationwide rather than in a relatively few "centres of excellence".
It has also to be remembered that even before specialist status was sought, there were already many doctors in the UK working full-time in this field, coming from a variety of backgrounds, and many doctors of considerable promise and commitmentwho were expressing an interest in palliative medicine as a lifetime career if it carried specialist and academic standing on a par with internal medicine, oncology, and even specialist family practice. The negotiators had to create a specialty to which doctors could come from diverse backgrounds, including family medicine, and to ensure that the entry requirements and training were stringent enough that it could never be regarded, particularly by other specialties, as an easy option.
Negotiations extended over several years, conducted both by general physicians who had witnessed with interest and respect the remarkable developments of palliative care in the UK and by doctors already full-time in the subject with backgrounds in internal medicine, family medicine, psychiatry, surgery, and oncology. Together they had to demonstratebeyond any reasonabledoubt that there was indeed a body ofspecialist knowledge, a professional peer-reviewed journal devoted to the subject, an existing professional association for those in the field,abodyofresearch,peopleappropriatelyskilled to teach the subject, and an unquestionable acceptance that specialist status -if it were accordedwould entail rigorous training requirements on a par with every other specialty. All these requirements were shown to be met.
The name "palliative medicine" was chosen in preference to other suggested names for the specialty defined as "the study and care of patients with active, aggressive, far-advanced disease for whom the prognosis is limited and the focus of care is the quality of life." A training program was devised and rigorous criteria set for units wishing to offer training, each such unit to be critically and regularly inspectedby independent assessors.Most importantly, entrance to training and subsequent accreditation upon completion offour years' training was to be possible for all doctors coming from either hospital medicine or family medicine. To make this possible and attractive, the training program for each accepted trainee had to be tailored to his or her individual needs rather than being rigid and inflexible. Thus, while all trainees undertake at least two years in an approved palliative care unit offering inpatient, outpatient, domiciliary, and hospital consultation services plus research and education, those from family medicine are given the opportunity to workin oncology, neurology, or whichever other specialties they need, while those from a hospital background may spend time with family doctors and community nurses and in pain clinics, etc. In addition, all would be offered training in management, counseling, bereavement, research methodology, and teaching skills.
That specialist recognition has beenworthwhile cannot now be doubted. Excellent recruits who might otherwise not have done so have come into palliative medicine; it is now taught in every medical school and is examinable in many of them; more research (albeit still insufficient) is being done; and palliative medicine specialists are now recognized and eagerly used by colleagues in most other specialties up and down the country. They sit on advisory boards, faculties, and working parties; more than half the palliative care units of the UK now have, or plan to have, such specialists on full-time staff. Less and less do family doctors feel threatened by them, most agreeing that the presence of one locally either in a palliative care unit or heading up a hospital palliative care team is of inestimable benefit for both the patients and their own professional satisfaction.
The remarkable and rapid development of palliative care in the UKis, ofcourse, due to more than its medical componentbeing given specialist standing. A central feature of such care is, and always has been, a partnership between palliative care units and family medicine, with doctors from the former regularly visiting homes to see patients under the care of family practitioners. There is no sense of competition. The Association for Palliative Medicine, representing almost all doctors working full-time or part-time in the field, is a harmonious blend of palliative medicine specialists, family doctors, and young trainees from several disciplines. Another not inconsiderable factor is the growing confidence in and respect for palliative care being shown by the UK government, something more noticeable since specialization.
A few still argue thatitwas a pity that a specialty was needed for a condition with 100% incidence, but most agree that the specialty -and the quality of care it espouses -now has a credibility and an influence that were needed, were long overdue, and are now indispensable.
